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work together in a truly collaborative manner to define and refine
the requirements for, training of, and certification necessary for
practitioners desirous of providing excellent patient care through
the advantages CMR brings.
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Cardiac Magnetic Resonance Imaging Training
The recommendations set forth by the Cardiovascular Imaging
Committee and the Training Committees of the American Col-
lege of Cardiology (ACC) (1) for level-1 training in cardiac
magnetic resonance imaging (CMRI) are a welcome start to the
issues facing cardiology fellowship programs. However, the prob-
lems confronting individuals seeking more in-depth applied train-
ing (levels 2 and 3) cannot be solved by didactic material and
Web-based education. The hurdles mentioned by Reichek in the
Journal (2) are true enough, but at the core of the matter is funding.
No support sources are available for advanced training short of
T-32 National Institutes of Health (NIH) training grants, which
require trainers to have prior NIH funding and restrict trainees to
those committed to an academic career. The pressure for the few
slots available nationally is intense, and we experience that almost
daily with unsolicited applications to our program—both within
and outside academia. Advanced training means hands-on scan-
ning. Consequently, sharing resources with other institutions is
unlikely—particularly if both radiology and cardiology are funnel-
ing trainees through the program internally. There are simply too
many pairs of hands within an institution that wish to be trained
to accommodate a constant flow from an external source. Expand-
ing the number of training centers is part of the solution, but who
is to pay? Programs requiring clinical service from trainees to foot
the bill are suboptimal, as the commitment to CMRI training
requires time and focus, and the amount of clinical productivity to
generate a post-graduate year 7 salary is formidable.
What is required are initiatives for training grants for advanced
cardiac imaging that are separate from the NIH T-32 mechanism
and that can accommodate those who wish to practice clinically.
Part of this must be to support trainers, as CMRI mentoring is
time-intensive. Moreover, CMRI has yet to be reimbursed at a rate
that can support dedicated faculty who do not have significant
external funds, nor can it generate the revenue to fund a fellowship.
Thus, the U.S. lacks qualified trainers and it lacks funding for
trainees. The ACC should consider taking the point in this battle.
The NIH would be a good place to start. It will take well-trained
clinicians to bring these remarkable advances in imaging to the
mainstream, where patients can benefit. But as to where the
funding will come from, I do not know.
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REPLY
We thank Drs. Flamm and Christian for their interest in our
recent paper (1).
We agree with Dr. Flamm that collaboration between cardiol-
ogists and radiologists is key for the optimization of training
opportunities for cardiovascular fellows in cardiovascular magnetic
resonance (CMR) imaging. The recent collaboration by the
American College of Cardiology (ACC) and the Society for
Cardiovascular Magnetic Resonance (SCMR) to develop the first
Self-Assessment Program on CMR (“CMR SAP”) supporting
fulfillment of COCATS level-1 training is a good example of
productive synergy between societies.
Regrettably, despite Dr. Flamm’s call for a relationship of ACC
and SCMR with the American College of Radiology (ACR), the
ACR has directly declined collaboration in efforts of the ACC to
promote competence and quality in imaging-based care. The ACR
supports a number of actions including amendments to the Stark
II law that would have the effect of barring cardiologists and other
specialists from using magnetic resonance (MR) in the office
setting. The ACR has been aggressively promoting restrictions
with state and federal governments (and both private and public
payers) on where MR and other imaging services can be deliv-
ered—and by whom. For example, the ACR supported legislation
in Massachusetts that would have limited MR procedures to
radiologists in the hospital setting. This effort was defeated, but a
large number of similar efforts are emerging across the country,
including a recent successful effort in Pennsylvania. Although we
wish the ACR shared Dr. Flamm’s viewpoint, the ACC and
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SCMR are committed and capable of moving forward together in
productive ways on behalf of cardiovascular specialists to enable the
training and clinical opportunities in CMR to flourish.
Moving forward from this survey, the purpose of which was, in
part, to identify the current state-training opportunities for the
modalities, there is a need to translate its results into action. Dr.
Christian identifies the current shortage of training opportunities,
which we are hopeful is primarily a near-term problem that will
ease as training opportunities rapidly expand into new centers with
sufficient expertise and personnel experienced in advanced imaging
modalities. Creative approaches to funding such opportunities are
critical to their development and success.
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Preservation of the Anterior Fat Pad
and Incidence of Postoperative Atrial
Fibrillation Following Coronary Surgery
We read with interest the recent contribution by Cummings et al.
(1) about the reduced incidence of postoperative atrial fibrillation
(AF) in patients with preservation of the anterior fat pad (FP). The
investigators performed an elegant evaluation of parasympathetic
tone influence in a group of 55 patients undergoing myocardial
revascularization on-pump and randomized either to group A (26
patients with anterior FP preservation) or group B (29 patients
with dissection of the anterior FP). The incidence of postoperative
AF was significantly less in group A (group A  7% vs. group
B  37%; p  0.01); the researchers conclude that anterior FP
preservation decreases the incidence of postoperative AF (1).
Besides the limitation of the study represented by the small
sample size of patients randomized either to anterior FP preser-
vation or removal, the study method holds additional limitations to
the ones depicted by the investigators. First, despite patient use of
class I or III antiarrhythmic medications being considered as an
exclusion criteria, patients taking class II and IV antiarrhythmic
drugs were not excluded from the study. In particular, patients
with preoperative oral intake of beta-blockers did not withdraw
their medications, as depicted in Table 1. It is questionable
whether this fact may bias the results of the study as previous
reports demonstrated that the perioperative withdrawal of beta-
blockers may hamper efforts to reduce the incidence of postoper-
ative AF. In particular, Salamon et al. (2) demonstrated that
off-pump surgery alone was not effective in reducing postoperative
AF without concomitant beta-blocker administration. Addition-
ally, the use of different techniques for myocardial protection (i.e.,
cold blood oxygenated or crystalloid cardioplegia) may add another
bias to the entire study; conversely, avoidance of cardiopulmonary
bypass at all would have reduced a well-known risk of developing
AF (3).
Finally, Cummings et al. (1) report a prevalence of diabetes in
a relatively high percentage of patients (about 35% in both groups
of the study population). Because autonomic neuropathy with
partial denervation commonly occurs in diabetic patients (4), the
real effectiveness of anterior FP preservation in this population may
be questionable, and this fact would therefore raise additional
concerns about the final validation of the study.
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We thank Dr. Bisleri and colleagues for their thoughtful review of
our study, and we appreciate the opportunity to respond.
Although the sample size was small, our investigation was
powered and sample size calculated using a moderate effect size
prior to the initiation of the study; thus, this study had adequate
power.
Their first concern addresses the use of perioperative beta-
blockers in the entire population. The use of beta-blockers in
coronary artery disease, especially following coronary artery bypass
graft surgery (CABG), remains the standard of care (1,2). With-
drawal or withholding of these medications was therefore not
considered.
Additionally, Dr. Bisleri and colleagues expressed concern in
regard to bias in the significant amount of beta-blocker use (90%
compliance in both groups), selection of cardioplegia, and number
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